A

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

!
FEDERAL SECURITY AGENCY

MISSOURI DIVISION OF HEALTH :’}4952

{c} Name of hospital or institution:

{If ontaido ¢ity or town limits, write “RURAL" and prme of township)

St.Louis City Hospital=Max C, Starklofif

FLESDCT 28" Rl STANDARD CERTIFICATE OF DEATH sioe pic sl
1 d . 8! )Gl;

Registration District No. . Primary Registration District No.. Registrer's No.

1. PLACE OF DEATHR - scco steur pibrs B -« 3|+ 2. USUAL RESIDENCE OF DECEASED: )

(a) County {a) State. Missouri (%) County. )

) City or town St.Louis,Mo, rn

(c) City or tuwn_..:._.s_t.o.lﬂ.uiﬂ

(If cutaide city or town limils, write “RURAL™) Id

g{ 14, Maiden name. k ¢l

“15. Birthplace,

< ] _(4_

(State or foreizn coudtry)

[

[=] N —

= ' City, ppwn,
16. (a) in.f;arm:mt

17. (a)

(b)"‘Ada:m /22 Ohia. Ave

(&) Date theteof. -

5 'G (Bu.r@b'geﬁalm. or removal)

19,

) Place burial or cremnuan..s nae.t.mBux:

(Msoih) (Day) (Year)

Street 2022 Ohio Ave 4
{If not in hospital or institotion, write street nomber or location) ﬁ’emo f; (Ifrural, give location) ~
(d} Length of stay: In hospital or institution ~
) (Specify whether || (¢) Citizen of for% ntry? {Ves or No)
In this community.
years, months or days) 1f yes, name country.
- MEDICAL CERTIFICATION
3, {g) PRINT
FULL NAME ORA WILLIAMSON Oct. 13th
- - ~ 20. DATE OF DEATH: Month day.
3. (b) If veteran, 3. (¢} Social Security No. 8 20 A
year. hour. minute. M,
natne war.
21, 1 hereby certify that I attended the deceased from......... 10/.7/.48__.__
D 5. Calor ot 6. (g) Single, widowed, married, 9 to____ Oct. 13th_ . 1048
4. SexMnle. . 2.1 rece Whits-l divomed.ﬂid.ﬂw.ex,g that 11ast saw b 1M alive on Oct. lath. 19.44 §j
6. (b) Name of husband of Wife....—...cummmrmee 6. (63 Age of husband or wife if |} 3nd that death oecurred oxn the date and hour stated above. Duration
alive oo . years Immediate cause of death .
‘ [}
7. Birth date of deceased.... MArch 31st. 1871 e m%_;_u_&_‘uu—i—ﬁfiﬂhmm_m- 7-4‘47/5
(Month) (Day) (Your) T Bvt Y
_ S S Rrlmy y _
8., AGE: Years Months Days If less than one day Due to 7 . /"
/ ‘ . . ; N » - Arteriseltrusny ,
r 3 P PR 1 | ;
b 7 2 / Due to. Vaain !,Jﬁ
9. Birthplace.. . - Lowea: : NS 7
A {City, town, ar county) {State ar foreign country) A ™ /
, : o Other conditions ...
10. Usualoccupation. Maintainance :* .~ L e peea i miiia § womniin of dmii v
11. Industry or businews. Leindrall Theddre S PHYSICIAN
.. . or findinga: . . C—
8( 12 Name.__ " Frank Williamson’ s f oo . ‘
3 7 e catise io
&£ | 13. Birthplace Ohio ehich death
iy, town, or county),— tate o foreian coumtcy) OFf RULODSY e WU oo should be
noym . . charged sta-
\ tistically,

22. 'If deith was due to external causes, fill In the following:
(a) Accident, suicide, or homicide (specify)

(&) Date of occurrence.:

(¢) Where did injury occur?

(City or town) {County e}
(d) Did injury occur in or about home, on farm, in industrial place in pn.blu: pl:u::?

; ;m#ﬂ—D____.m

_orother)oooo.

i

L)1)

-

(Licensed Embalmer's Statement on Roverse Side)



STATEMENT BY LICENSED EMBALMER

-

I hereby certify that t_hg l:;ody whase name is recorded on the reverse side of this certificate was embalmed by me, or by

-

. . -“- , Registered Apprentice No R
working under my personal supeﬁi‘sion. *
PR .
3
D Sign . -4 BLAIM Lo

. Lélsed Embalmer No..... 7, pzﬁax .................
RERR - ’
’ P. 0. Address.... <A e &\_/\&LCM

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.




